Abstract: Does the development of a high-speed railway (HSR) have a significant impact on the equalization of medical and health resources allocated among cities? Based on the panel data of 67 cities in China from 2007 to 2016, this paper investigates the direct and dynamic effects of HSR development on the equalization of medical and health services by using the difference-in-differences (DID) method. The empirical results show that an HSR connection significantly reduces the equalization level of medical and health services in cities and that the effect is larger for the period from the year of the connection to the second year. However, in the long term, HSR development improves the equalization level of medical and health services in cities. Heterogeneity tests show that the effect of the HSR connection shows an "N"-shaped trend under different city scales, the equalization level of medical resources in the largest cities benefit the most from HSR development, and the Eastern and Western regions of China are more sensitive to the HSR connection. While the allocation of medical resources is in the direction of equalization, the level of medical resources is significantly more equal with the HSR development in cities with stronger financial capacity and non-core cities. The analysis of other city characteristics provides policy recommendations for improving the public services delivery mode in China's heterogeneous cities in terms of HSR development.
Introduction
As one of the basic elements of human production and life, transportation infrastructure is the link between socioeconomic activities and geographical space. The development of a high-speed railway (HSR) gives new meaning to transportation. In 1964, the Tokaido section of the "Shinkansen" in Japan, which has a speed of 210 km per hour, was opened to traffic, marking the birth of the first HSR in the traditional sense. Since then, HSR systems have been built and expanded in France, Germany, China, and other countries. In recent years, due to the rapid development of the HSR in China, the "Four Vertical and Four Horizontal" rapid passenger transport network has basically taken shape. China has devoted itself to building an HSR network with "Eight Vertical and Eight Horizontal" corridors based on this framework, regional connection lines, and supplementary intercity railways (In July 2016, with the approval of the State Council of China, the Ministry of Transport of China and the China National Railway Administration jointly issued the Medium and Long-Term Railway Network Plan (Adjusted in 2016), which was promulgated by the National Development and Reform Commission of China). By the end of 2018, the operating mileage of the HSR in China had exceeded two-thirds of the global the structure of the provision of local public services. Public services have a spatial spillover effect that is measured by local fiscal expenditures [23, 24] . However, local governments determine their total budget according to the registered household population. An increase in the non-household permanent resident population significantly reduces the relative level of local public welfare expenditures and creates a congestion effect [25] . Government competition due to fiscal decentralization has been proven to improve the efficiency of the supply of local public goods and to better meet the preferences of voters [26] . However, the Promotion Tournament Game (PTG) in China, which is a kind of promotion appraisal that uses GDP as the chief-indicator, has led to problems such as structural distortions in local fiscal expenditures and insufficient public expenditures for public services [27, 28] . Due to the institutional background and various other reasons, it is difficult for public services to benefit the entire permanent population, resulting in "nonequilibrium demand". In the era of HSR, cities gradually lose their independence as they develop; the spillover of public services is strengthening, and the spatial agglomeration of the population is accelerating [29] . Regions with greater financial capacity and better medical resources have stronger cross-regional medical gravitation. The unbalanced structure of service provision and decreased efficiency in terms of the supply of public services are unavoidable and have become obstacles to the equalization of regional public services.
Few empirical studies have been conducted to examine the impact of HSR development on the equalization of local public services. Compared to other public services, medical and health services are less restricted by the current system (the China household registration) and are more important for the population. Compared with ordinary railway transportation, the HSR has a shorter travel time, a safer, more environmentally friendly performance, and it is more punctual. Compared with air passenger transport, the HSR is more flexible, more economical, and has more stations. Some studies have shown that the HSR has a substitution effect on short-distance air passenger transport [30, 31] . Based on the motivation of pursuing higher-quality medical resources and reducing travel time, residents are more inclined to choose cities with more mature and higher-quality medical and health services. The original supply mechanism for medical and health services that considers the registered population is no longer suitable. This paper first uses the difference-in-differences (DID) estimation method to test the direct effect of HSR connections and the dynamic effects of HSR development on the equalization of medical and health services in China. Second, based on data that quantifies heterogeneity in terms of city scale, political attributes, economic levels, and financial capacity, the grouping method and difference-in-difference-in-differences (DDD) model are used to analyze the different effects of the HSR.
The remainder of this paper is organized as follows. The second section describes the data sources, measurement models, and variable selection. The third section describes the benchmark regressions and heterogeneity tests. The fourth section discusses the robustness of the empirical results, and the last section provides the conclusion.
Materials and Methods

Data Sources
This paper uses the panel data of 67 cities in China from 2007 to 2016, covering all provinces and municipalities except Tibet, Taiwan, and Hainan, where there is no HSR line connected to the mainland of China. The relative location for the sample cities are shown by points in Figure 1 . Some cities are located more closely together, in order to make the figure clearer we provide only the names of provinces in the figure.
For the empirical test, the HSR connection data were obtained from the professional inquiry platform of the "Gaotie.cn" (China High-speed Railway Website) (In this study, the "Gaotie.cn (http://www.gaotie.cn)" is regarded as an important, but not the only, source of data. The process of finding data on the "Gaotie.cn" is as follows. Firstly, we found the route map of the HSR in China up to the year 2018 through the "line" section in the top indicator bar of the website. Then, we confirmed the time when the station city connects the HSR, and whether all the station cities on the line connected HSR at a uniform time through checking the detailed introduction of each HSR line in the bottom section of the homepage. Besides this, we also used search engines to confirm information that is compiled from documents and news on official websites to verify the authenticity and reliability of data sources, such as the "12306 China Railway (https://www.12306.cn)" and the "People.cn (http://www.people.com.cn)", etc.). This website provides timely information on the HSR network from which we can obtain updated information on the adjustment of the latest railway operating lines. The other statistics were derived from the "China Regional Economic Statistical Yearbook" of every year, the provincial statistical yearbooks, and the city statistical yearbooks and city statistical bulletins. Following the International Railway Union (UIC) and the Medium-and Long-Term Railway Network Plan promulgated by the National Development and Reform Commission of China [32] , the definition of "HSR" in this paper covers passenger dedicated lines (PDLs), newly constructed HSRs with line speeds of up to 250 km/h, and upgraded lines with speeds up to 200 km/h, including the "G" prefix-high-speed Electric Multiple Units (EMU) passenger train, the "D" prefix-fast EMU passenger train, and the "C" prefix-intercity EMU passenger train. 
Method
Based on the existing literature [33, 34] , we use panel data and embed the DID method in a two-way fixed-effects model to develop an empirical model that can effectively identify the net effect of exogenous shocks and control for the endogenous relationship between the HSR connections and the equalization of medical and health services in cities.
The above equation is the basic model used in this paper, where subscripts i and t represent the city and year, respectively.
is the equalization level of medical and health services in city i. is the virtual variable for the HSR connection 4 ; if the year t is the current year for city i connecting the HSR for the first time and later for HSR development, the value is 1, and the value is 0 before city i connects to the HSR.
is the length of the developing period from the current year that city i connects to the HSR.
represents the overall trend of the equalization of medical and health services as the number of years that the HSR has been developed for city i increases. The variable is used to determine whether the long-term development of the HSR can improve the equalization of medical and health services.
denotes a vector of control variables. and 
The above equation is the basic model used in this paper, where subscripts i and t represent the city and year, respectively. Medi it is the equalization level of medical and health services in city i. HSR it is the virtual variable for the HSR connection (In this study, the HSR connection timeline is set as follows. If the HSR was officially opened at the beginning or middle of the month, the year of the opening month is set as the current year for HSR connection. If the HSR opened at the end of the month, we extend the opening time by one month; if it is extended to the next year, we define the next year as the current year for the HSR connection. For example, the Wuhan-Guangzhou section of the Beijing-Guangzhou HSR was opened on December 26, 2009 , so the year 2010 was set as the current year for the Wuhan-Guangzhou HSR connection.); if the year t is the current year for city i connecting the HSR for the first time and later for HSR development, the value is 1, and the value is 0 before city i connects to the HSR. Time it is the length of the developing period from the current year that city i connects to the HSR. β 2 represents the overall trend of the equalization of medical and health services as the number of years that the HSR has been developed for city i increases. The variable is used to determine whether the long-term development of the HSR can improve the equalization of medical and health services. X it denotes a vector of control variables. γ t and µ i indicate individual-fixed effects and time-fixed effects, respectively. ε it is a random disturbance. In this model, the coefficient β 1 measures the direct effect of the HSR connection.
To test whether the HSR has a dynamic effect on the equalization level of medical and health services of cities, we set the two-way fixed-effects model as (2) :
where a f ter j (j = 0,1, . . . ,4,≥5) is a virtual variable representing the dynamic effects of HSR. If θ 1 is significantly negative in the regression, then the HSR connection has an instant impact on the equalization level of the medical and health services in city i in the current year. If the regression coefficients ( θ 1 ∼ θ 6 ) are constantly statistically significant as j increases, then the HSR connection has a long-term effect. The other parameters have the same meanings as in Equation (1). Finally, to further estimate the heterogeneity of the effect of the HSR connection, the variables representing the heterogeneity of city i are added to equation (1) to construct a DDD model (3) .
D it represents the virtual variable that indicates the heterogeneous impact of the HSR on the equalization level of medical and health services. Specifically, we want to verify the impact of the HSR on medical services in four regions, Eastern, Central, Western, and Northeastern China (To reflect the level of social and economic development in the different regions in China and to provide a basis for formulating regional development policies, based on some national policy documents China is divided into four economic regions, the Eastern, Central, Western and Northeastern regions. In this paper, cities in the Eastern region include Beijing, Fuzhou, Guangzhou, Hangzhou, Huizhou, Jinan, Jinhua, Jining, Nanjing, Ningbo, Qingdao, Qinhuangdao, Quanzhou, Shanghai, Shaoguan, Shenzhen, Shijiazhuang, Tangshan, Tianjin, Wenzhou, Wuxi, Xiamen, Xuzhou, Yangzhou, Yantai, and Zhanjiang. Cities in the Central region include Anqing, Handan, Bengbu, Changde, Changsha, Ganzhou, Hefei, Jiujiang, Luoyang, Nanchang, Pingdingshan, Taiyuan, Wuhan, Xiangyang (named Xiangfan before 2011), Yichang, Yueyang, and Zhengzhou. Western cities include Baotou, Beihai, Chengdu, Chongqing, Guilin, Guiyang, Hohhot, Kunming, Lanzhou, Luzhou, Nanchong, Nanning, Urumqi, Xi'an, Xining, Yinchuan, and Zunyi. Cities in the Northeastern region include Changchun, Dalian, Dandong, Harbin, Jilin, Jinzhou, Mudanjiang, and Shenyang.). We also investigate whether the impact of the HSR varies with the population size, financial capacity, and economic capacity of the city. The specific meaning of D it and some heterogeneous definitions will be introduced in Section 3.3. The other parameters have the same meaning as in Equation (1).
Variables
Explained Variable
In the measurement of the equalization level of regional public services, there are two perspectives, input and output. When considering the input perspective, scholars often choose indicators such as per capita financial budget and per capita expenditures to measure the equalization of public services [35] . When considering the output perspective, scholars mostly use the entropy method to construct a comprehensive evaluation system based on multiple public service projects [36] . In this article, the definition of equalization adopts the equalization of basic public services in the State Council's "Notice of the State Council on Printing and Distributing the 13th Five-Year Plan to Promote Equalization of Basic Public Services" [37] . Equalization of basic public services refers to the basic rights of residents in the basic public service sector, and residents enjoy basic public services at roughly the same level, its core is to promote equality of opportunity. Equalization does not emphasize that all residents enjoy the same basic public services, rather, it is based on the premise of recognizing the differences between regions-urban and rural areas-and ensuring that residents enjoy basic public services above certain standards, the essence of which is "the equalization of the bottom line".
In this article, we mainly consider the degree of equalization in quantity. Due to data limitations, we are unable to obtain complete and effective data on the quality of medical and health services at city level, which also provides the space for further research. In alignment with existing research [36] , we used the entropy method to build a special index for the equalization of medical and health services considering the output perspective as the explained variable (Medi). The number of medical personnel and medical technicians (medical personnel refer to various doctors and nurses, and technicians include various technical staff) per 1000 permanent residents and the number of beds in medical institutions per 1000 permanent residents are selected as the original indicators to measure the equalization of medical and health services. The general calculation process of the entropy method is set as Equations (4)-(8) [38] .
Let the statistical value of each indicator be x ij , the subscript i means indicator while j is the city. To eliminate the influence of different units between indicators, the data are normalized by the extreme value method. The normalized matrix is Z ij .
Then, calculate the information entropy of each indicator, the information entropy of the i-th indicator is:
After the e i is obtained, the entropy weight of the i-th index can be determined according to the following equation:
We can then obtain a single-index comprehensive score matrix, S ij .
Explanatory Variables
In this paper, we use three main explanatory variables. The core explanatory variable is the virtual variable representing the HSR. Virtual variables can capture the sudden transition of a city from "not connected to HSR" to "connected to HSR" and are widely used in related research [39] [40] [41] . The sample cities are divided into a treatment group and a control group according to the value of the HSR it . The 54 cities with HSR connections during the period from 2007 to 2016 form the treatment group. The variable representing the length of time since the year of the HSR connection (Time) is the second explanatory variable in models (1) and (3), and the year of the HSR connection is used as the first year for Time. In the dynamic effects test, we mainly study the specific changes that occurred within five years and the general trend after five years, so we use a f ter j . as the third explanatory variable.
Control Variables
Four kinds of control variables are used in this paper. The first category measures the development level of the cities [7] and consists of three sub-indexes as follows. The economic capacity is expressed by per capita Gross Domestic Product (Rgdp). The level of investment in medical and health services (Inves), measured by the number of medical institutions per 100 square kilometers, can eliminate the interference of the regional area on the equalization of health services. The gap between urban and rural development (Gap) is measured by the ratio of the per capita disposable income of urban residents to that of rural residents.
The second category is used to measure the finances of the local governments [42, 43] and includes absolute indicators (Exp) and per capita indicators (Rexp) of medical and health expenditures. We also measure the decentralization of local finances (Stru), which draws on a new measurement method proposed by Chen [44] in combination with that proposed by Oates [45] and Lin and Liu [46] , measured by the ratio of local net revenue to total local financial expenditures. The preference of the government to focus on medical and health services is measured by the ratio of medical and health expenditures to total fiscal expenditures (Expper) [47] .
The third category measures the scale of the cities and population agglomeration. The attractiveness indicator (Migr) (The equation used to calculate the population inflow rate is the same as that used in the relevant yearbooks in China [22] . The calculation is as follows: the population inflow rate = (the number of permanent residents at the end of the year -the number of permanent residents at the end of last year -the number of permanent residents at the end of the last year × the natural growth rate of the population)/the number of permanent residents at the end of the year. If the population inflow rate of a city is positive, then the city has a net population inflow, and vice versa. If the rate is zero, then the population growth rate is consistent with the natural growth rate.) measures the yearly migration rate, and population density (Pop) measures changes in the scale of the city. The degree of population agglomeration is measured as the ratio of the urban permanent population to the total permanent population (Urban).
The fourth category measures traffic accessibility focusing on highways and air transport. Following studies on the impact of HSR connections on tourism [48] [49] [50] , highway traffic mileage (Road) and a virtual variable representing airports (Airport) are used as control variables to better separate the population flow due to the HSR connection. Tables 1 and 2 provide descriptive statistics for each variable. In Table 2 , the significance levels are obtained through a paired sample t-test under a 95% confidence level. The higher the level of significance is, the greater the difference between the cities with HSR connections and those without. There are significant differences in most variables, so we cannot simply state that HSR connections have an impact on the equalization level of medical and health services in the city, which requires empirical testing based on controlling other variables. 
Results
Total Equalization
Before conducting the empirical tests, we used the coefficient of variation (CV) to measure the difference in the average annual equalization of medical and health services (A-Medi) between the treatment group and the control group and to test whether HSR development has promoted the equalization of medical and health services of cities [51] . The calculation is as shown in Equation (9) .
σ and µ represent the standard deviation and mean value of annual medical services per 1,000 permanent residents. The smaller the CV is, the higher the equalization level of the medical and health services in this group. Figure 2 indicates that the CV of the annual equalization level of the medical and health services of the treatment group shows a generally decreasing trend, while that of the control group is generally increasing. In conclusion, HSR development can effectively improve the level of medical and health services in cities in the long run. The following empirical model will be used for further analysis. 
Benchmark Test
The test results for the direct effect of the HSR connection are reported in Table 3 . The fixed effects (FE) were selected by using the Hausman test, and a collinearity test on the variables was performed, the result of which shows that the mean variance inflation factor (VIF) was 4.16, less than 10, indicating that the collinearity of the variables selected in this paper was not significant. Column FE (1) shows the regression results without the control variables. Columns FE (2)-FE (5) show the regression results with four kinds of control variables, namely, the comprehensive development level, the public finance level of the local governments, population agglomeration, and the accessibility of the cities. 
The test results for the direct effect of the HSR connection are reported in Table 3 . The fixed effects (FE) were selected by using the Hausman test, and a collinearity test on the variables was performed, the result of which shows that the mean variance inflation factor (VIF) was 4.16, less than 10, indicating that the collinearity of the variables selected in this paper was not significant. Column FE (1) shows the regression results without the control variables. Columns FE (2)-FE (5) show the regression results with four kinds of control variables, namely, the comprehensive development level, the public finance level of the local governments, population agglomeration, and the accessibility of the cities. Note: Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively. All of the results are estimated using the difference-in-differences (DID) method embedded in the fixed-effects panel data model.
The regression coefficient of the direct effect of the HSR connection and the positive effect of the length of time for HSR development on the equalization level of medical and health services are gradually strengthened, indicating that although the HSR connection has a negative impact, it will improve the equalization level of medical and health services and reduce the pressure of cross-regional medical services in the long run.
In the era of HSR, economic growth is conducive to improving the capacity of medical and health services. Rural residents have a more powerful motive to pursue urban medical and health services due to the HSR and the unbalanced allocation of medical resources between urban and rural areas, which increases the demand for urban medical and health services and reduces their overall level of equalization.
Highway construction, which is viewed in public services as an improvement in the infrastructure, reflects the comprehensive financial capacity of local governments, which has a positive relationship with the supply of medical and health services. The passenger flow brought by the operation of civil aviation lines has significantly reduced the equalization level of medical and health services, and the absolute value of the coefficient for the direct effect of the HSR increased significantly after controlling for highway mileage and civil aviation. This result shows that the improvement in long-distance and short-distance passenger transportation modes, represented by HSR and civil aviation respectively, can fully exert the influence of transportation infrastructure on regional public services. Therefore, controlling for the impact of other modes of transportation in the analysis of the HSR direct effect is correct and necessary.
To investigate which city characteristics can optimize the equalization level of medical and health services considering the development of the HSR, this paper further adopts the cross-term regression method, which multiplies the virtual variable HSR and the control variables that have positive effects on the equalization level of medical and health services, as shown in Table 3 . The results of the optimization mechanism test are reported in Table 4 , which reports regression results only for the cross-terms that are statistically significant. Note: Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively. All results are estimated using the fixed-effects panel data model.
The results show that the government and social capital can improve the supply side by investing more in the medical and health care field to alleviate the pressure brought about by an increase in the population.
HSR development has removed regional barriers and increased the level of urbanization and the demand for medical and health services through population agglomeration; cost sharing may promote the supply of medical and health services. The urban variable did not significantly promote the equalization level of medical and health services in Table 3 , but the regression coefficient of HSR × Urban is significant. This finding shows that the positive effect of urbanization on the equalization level of medical and health services can be achieved through development of the HSR.
In addition, when the financial autonomy of the local government is high, more information can be used to better meet the medical needs of residents within the fiscal jurisdiction. In Table 4 , the Stru begins to significantly improve the equalization level of medical and health services, which shows that it is necessary to give full play to the financial capacity of local governments in the development of HSR.
We then decomposed the dynamic effect of HSR development time by year to assess whether the HSR effect turns from negative to positive after a certain number of years.
According to the regression results shown in Table 5 , the pressure of medical and health services caused by the HSR is instantaneous and is strongest in the year after connection. By the fourth year after the HSR connection onward, HSR development has an insignificant but positive impact on the equalization of medical and health services in cities. The above results show that HSR connection elicits a certain degree of medical crowding over the short term, resulting in a reduction in the per capita public resources and a relatively low supply level of medical and health services. However, the congestion related to medical and health services gradually decreases over time. Overall, the regression results for the dynamic effects show that cities should focus on the rapid increase in the demand for medical and other public services from the year of the HSR connection to the second year after the HSR connection and should pay more attention to increasing the supply of medical and health services over the long term. Note: Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively. All results are estimated using the fixed-effects panel data model.
Heterogeneity Test
The above empirical analysis shows that HSR development has a considerable impact on the equalization of medical and health services between cities. Next, we explore the performance of the HSR effect considering heterogeneous city characteristics. First, we conduct a grouping test based on the heterogeneity of city scale and then perform a DDD heterogeneity test for cities with different political attributes and financial capacities, as well as their geographical position in different economic regions.
City scale represents the potential comprehensive development ability of the city. Some studies have reported that there is a statistically positive correlation between city scale and the capacity of the floating population, the level of public service, the floating population's recognition of the region, and the willingness to settle or leave. All of these factors were shown to have an important impact on the change in city scale and its rank order [52] . It is recognized that an HSR is essential for improvement in the public services offered in a city, which can enhance the geographical identity of the floating population. In this study, city scale is measured by the permanent population size of urban areas. According to the official classification criteria (In 2014, the State Council of China issued the "Notice on Adjusting the Standards for Dividing Urban Sizes", which took the permanent population of urban areas as the statistical caliber and divided the cities into five categories. Cities with an urban resident population of 200,000 to 500,000 are considered to be small cities, those with a population of 500,000 to 1,000,000 are medium-sized cities, those with a population of 1,000,000 to 5,000,000 are large cities, those with a population of 5,000,000 to 10,000,000 are megacities, and those with a population over 10,000,000 are super-large cities (the high numbers are included, while the low numbers are excluded).) used by the State Council of China, which divide cities into five categories, this paper divides the sample cities into four categories by combining cities with a population of 200,000-500,000 and cities with a population of 500,000-1,000,000. Then, a grouping test is conducted by separating regression per class of cities to analyze the direct effect of the HSR connection on the equalization level of medical and health services. The regression results are presented in Table 6 . Note: The name of the column is the city group with a population size of 200,000-1,000,000, 1,000,000-5,000,000, 5,000,000-10,000,000, and more than 10,000,000 (the high numbers are included while the low numbers are excluded).
Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively.
The regression results show that there are significant differences in the direct effect of HSR in cities with different population scales. The regression coefficients of the four categories of cities show an "N"-shaped change with the evolution of the city scale (Figure 3) . Note: The name of the column is the city group with a population size of 200,000-1,000,000, 1,000,000-5,000,000, 5,000,000-10,000,000, and more than 10,000,000 (the high numbers are included while the low numbers are excluded). Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively.
The regression results show that there are significant differences in the direct effect of HSR in cities with different population scales. The regression coefficients of the four categories of cities show an "N"-shaped change with the evolution of the city scale ( Figure 3) . Cities with the smallest population scale are most sensitive to the effects of the HSR connection. This paper considers that these cities have more space and bearing capacity to carry inflowing populations that continue to migrate from rural areas and lower-level cities, so the increasing population density and degree of agglomeration lead to a decline in the equalization of medical and health services.
When the population scale reaches 1,000,000 to 5,000,000, due to the considerable pressure of increasing population density, cities begin to build new subcenter cities around the HSR station, which effectively diffuses the population, pushing them to the surrounding areas, thus reducing the pressure of the medical and health services offered by the central city. When cities are larger, the coefficient of the direct effect of HSR is significantly negative. Most provincial capital cities belong to this category, their unique political attributes attract the population in a sustained manner. Cities with the smallest population scale are most sensitive to the effects of the HSR connection. This paper considers that these cities have more space and bearing capacity to carry inflowing populations that continue to migrate from rural areas and lower-level cities, so the increasing population density and degree of agglomeration lead to a decline in the equalization of medical and health services.
When the population scale reaches 1,000,000 to 5,000,000, due to the considerable pressure of increasing population density, cities begin to build new subcenter cities around the HSR station, which effectively diffuses the population, pushing them to the surrounding areas, thus reducing the pressure of the medical and health services offered by the central city. When cities are larger, the coefficient of the direct effect of HSR is significantly negative. Most provincial capital cities belong to this category, their unique political attributes attract the population in a sustained manner. Therefore, the population inflow caused by the HSR connection significantly reduces the equalization level of medical and health services. However, in cities with a population of more than 10,000,000, due to the highly mature operating system and city layout, medical and health services are relatively adequate, and the crowding effect caused by the inflow of migrants is eased. HSR development disperses the population and relieves population density, which subsequently alleviates the pressure of public goods in cities, so HSR development brings the most improvement effects.
Next, we used the DDD model to test the heterogeneity of cities in terms of their political attributes, financial capabilities, and the economic regions in which they are located. The regression results of the effect of the HSR connection are shown in Table 7 , the cross-term shown in the table means the D it =1 in equation (3), and Table 8 shows the effect of the HSR development based on classification samples. To further analyze the direction of population flow, in Figure 4 we show the yearly migration rate of the population (Migr) in cities with different political attributes in four different regions. Note: Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively. All results are estimated using the fixed-effects panel data model. Note: Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively. All the results are estimated using the DID method embedded in the fixed-effects panel data model. The virtual variable HSR is concluded.
attributes, financial capabilities, and the economic regions in which they are located. The regression results of the effect of the HSR connection are shown in Table 7 , the cross-term shown in the table means the =1 in equation (3), and Table 8 shows For the heterogeneity test, we used the following definitions for "core city" and "noncore city": the provincial capital cities and municipalities directly under the central government are considered to be core cities, and all other cities are classified as noncore cities. For noncore cities, an HSR connection has a strong negative effect, while the equalization level of medical and health services in core cities tends to significantly improve after the HSR connection. This result indicates that the inherent foundation of medical and health services offered in core cities and the relatively mature construction of subcenter cities along HSR lines substantially reduce the pressure that occurs due to population inflow. This process takes precedence over many noncore cities, so the equalization of medical resources in noncore cities depends more on the development of HSR.
The level of economic development in the Eastern region is relatively high compared to that in the other three regions and has been accompanied by a large population inflow. In this region, the increasing demand of medical resources has outpaced the increasing supply, the HSR connection effect is significant. In the Central region, we find that the equalization level of medical and health services is the highest among the four regions. The core cities are experiencing population inflow, and the noncore cities are experiencing net outflow. Therefore, although the equalization level of medical and health services after the HSR connection has declined, it is not significant. The HSR network in the Eastern and Central regions has developed rapidly, and the regional development has transitioned to the stage of city groups. Therefore, the allocation of medical and health resources is more dependent on the development of the HSR.
Most of the core cities in the Western region have a population scale ranging from 200,000 to 5,000,000 with a positive population inflow rate, and the noncore cities have a population scale smaller than 1,000,000 with a net outflow rate. These noncore cities with HSR connections are all in the early stage of HSR development. They have been experiencing the stage of industrial agglomeration and undertaking the transfer of labor-intensive industries from the Central and Eastern regions caused by HSR development, causing a large number of rural people to migrate to urban areas. Therefore, the increase in the supply of medical and health public services cannot meet the rapid increase in demand, so the HSR connection is significantly negative. The Northeastern region is in a critical period of industrial transformation, moving from traditional secondary industries to advanced technical industries. The net population inflow indicates that human capital is being used to enhance advanced industries and sustainable development, so the population scale is growing even further, leading to the significantly continuous negative effect of HSR development. However, the Northeastern region is experiencing a high degree of population agglomeration and urbanization because it is becoming industrialized, and they are developing a more mature and equal system of medical and health services, which ranks second among the four regions. Therefore, although the growth of demand surpasses the increasing supply, the negative effect from the HSR connection is not significant.
In this paper, per capita medical and health expenditures are growing at a rate that is faster than or equal to the growth rate of per capita GDP in cities with considerable fiscal capacity, and vice versa. The medical and health services of cities with a stronger capacity are more sensitive to the effects of the HSR connection. This result shows that although medical expenditures are growing faster than economic growth, the more abundant and high-quality the medical resources are, the easier it is to attract people to enjoy medical and health services across regions. However, the reduction in equalization caused by the HSR connection in cities with weaker financial capacity is more obvious. Cities with stronger financial capacity depend more on HSR development to alleviate the crowding effect, and cities with weaker financial capacity should focus on improving their financial capacity first.
Discussion
In this section, we performed some auxiliary tests on the tests above to ensure the robustness of the conclusions of this paper. When using the DID method, if there is no external impact from the HSR connection, the development of the equalization level of medical and health care services in the treatment group and the control group should have the same trend over time, and there should not be any systematic differences. Because the HSR connects to different cities at different times, following the literature [53, 54] the year 2009-in which the largest number of cities connected to the HSR for the first time-is selected as the time point that has an external impact for the parallel trend test, which helps us construct the virtual treatment group and the control group. The time trends of the equalization level of medical and health services were compared between the two groups to provide a visual explanation. Figure 5 shows that before 2009, the equalization levels of medical and health services in the two groups were basically parallel, and there were no systematic differences over time. After 2009, the equalization level of medical and health services in the treatment group showed a clear downward trend. From 2009 to the end of the study period, the equalization level of medical and health services in the control group decreased by 1.245%, while that of the treatment group decreased by 2.795%, indicating that HSR connection plays a role in this change. is being used to enhance advanced industries and sustainable development, so the population scale is growing even further, leading to the significantly continuous negative effect of HSR development. However, the Northeastern region is experiencing a high degree of population agglomeration and urbanization because it is becoming industrialized, and they are developing a more mature and equal system of medical and health services, which ranks second among the four regions. Therefore, although the growth of demand surpasses the increasing supply, the negative effect from the HSR connection is not significant. In this paper, per capita medical and health expenditures are growing at a rate that is faster than or equal to the growth rate of per capita GDP in cities with considerable fiscal capacity, and vice versa. The medical and health services of cities with a stronger capacity are more sensitive to the effects of the HSR connection. This result shows that although medical expenditures are growing faster than economic growth, the more abundant and high-quality the medical resources are, the easier it is to attract people to enjoy medical and health services across regions. However, the reduction in equalization caused by the HSR connection in cities with weaker financial capacity is more obvious. Cities with stronger financial capacity depend more on HSR development to alleviate the crowding effect, and cities with weaker financial capacity should focus on improving their financial capacity first.
In this section, we performed some auxiliary tests on the tests above to ensure the robustness of the conclusions of this paper. When using the DID method, if there is no external impact from the HSR connection, the development of the equalization level of medical and health care services in the treatment group and the control group should have the same trend over time, and there should not be any systematic differences. Because the HSR connects to different cities at different times, following the literature [53, 54] the year 2009-in which the largest number of cities connected to the HSR for the first time-is selected as the time point that has an external impact for the parallel trend test, which helps us construct the virtual treatment group and the control group. The time trends of the equalization level of medical and health services were compared between the two groups to provide a visual explanation. Figure 5 shows that before 2009, the equalization levels of medical and health services in the two groups were basically parallel, and there were no systematic differences over time. After 2009, the equalization level of medical and health services in the treatment group showed a clear downward trend. From 2009 to the end of the study period, the equalization level of medical and health services in the control group decreased by 1.245%, while that of the treatment group decreased by 2.795%, indicating that HSR connection plays a role in this change. Next, we considered the study period up to and including 2009 and used the difference in the equalization level of the average annual medical and health services of both the treatment group and the control group as the explained variable, and the equalization level of the medical services in the treatment group as the explanatory variable to study the trend of equalization level of medical and health services for both groups. The results of ordinary linear regression show that the P value of the treatment group for the equalization level of medical and health services is 0.054 under the 95% confidence level, indicating that the equalization level of medical and health services of the two groups did not differ significantly before 2009.
To verify the hypothesis regarding the parallel trend, the counterfactual method was used to further evaluate the parallel trend [49, 55] . We shifted the time of the HSR connection in each city one year, two years, and three years ahead of schedule and constructed the virtual variables before1, before2, and before3. If the coefficients of these variables are still significantly negative, indicating that the change in the equalization level of medical and health services for a city is affected by other random factors and is not entirely caused by the HSR connection, then the above test conclusions are not robust.
The regression results shown in Table 9 indicate that the coefficients of the three virtual variables before1, before2, and before3 are positive and not significant, explaining that before the HSR connection, the role of other factors in the city caused the medical services to show an overall trend of improvement by year. Therefore, the change in the equalization level of medical and health services is not caused by other factors but by the HSR connection in the cities. This finding further verifies the conclusions based on the results of the benchmark regression. Note: Standard errors clustered at the city level are in parentheses; *** denotes the 1% level of significance. N is the number of observations. All results are estimated using the fixed-effects panel data model.
To address the systematic differences in the trends of the treatment group and the control group in terms of medical and health services and to reduce the estimation error inherent in the DID method, propensity score matching (PSM) was used to conduct an additional robustness test to determine whether there was a significant difference between the two groups after matching. In this paper, the weight is determined by using the kernel matching method, and individuals in the same value range are matched.
Rosenbaum and Rubin [56] proved that only the absolute value of the standard deviation after matching is less than 20%, which is used as a standard for the matching effect. The results of the balance test, which are reported in Table 10 , indicate that the standard deviations of the matching variables of the two groups are less than 20% after kernel matching, so there is no significant difference in the covariates, proving that the PSM method can effectively reduce the bias in the DID method caused by differences in the trends. After conducting the balance test, we re-estimated the direct effect and dynamic effect of the HSR, and the results are shown in Table 11 . The results indicate that adding the control variables did not affect the coefficient of the direct effect significantly. Note: Standard errors clustered at the city level are in parentheses; *, **, and *** denote the 10%, 5%, and 1% levels of significance, respectively. All results are estimated using the fixed-effects panel data model.
The impact of the HSR connection on medical and health services remains significant from the year of the connection to the second year and is not significant thereafter. The HSR connection has long-term positive regression coefficients on the level of equalization of medical and health services. The results of the estimation after matching are consistent with the results of the benchmark estimation.
Conclusions
This empirical research shows that an HSR connection has a greater impact on the equalization level of medical and health services in terms of permanent residents in one city, but the HSR has a positive effect on the development process. Our heterogeneity analysis shows that the impact of the HSR connection on the equalization level of medical and health services is based on the joint effect of the economy, population, government, etc. In addition, we also conclude that cities with different characteristics rely on the HSR development in different ways to improve the equalization level of medical and health services. To minimize the negative impact of the HSR connection and to change the effect from negative to positive as quickly as possible, it is necessary to take effective measures to improve the equalization level of medical and health services.
First, local governments should give full play to their financial autonomy, rebuild the supply mechanism for public goods based on the number of permanent residents, increase expenditures for public services -especially in important public fields such as medical and healthcare and education, and promote fiscal equality at all levels of government [57] . The cooperation between local government and social capital should be strengthened by build a diversified management system to better meet the demand for medical and health services.
Second, cities should be aware of the "N"-shaped trend of medical and health services. Cities with a population of less than 1,000,000, which are mostly in the agglomeration stage, should increase fiscal expenditures to support industrial development while providing financial support to the public service sector and subsequently increasing the supply of public services. Cities with a population of 1,000,000 or more should rationally guide population distribution, balance the layout of medical resources, and accelerate the construction of new HSR subcenter cities to reduce crowding in the central cities.
Third, regional coordinated development should be planned, and the public service system should be improved. Economically developed regions should make the most of their economic advantages, actively guide the rational distribution of population inflows, and continually increase financial and social investment in the medical and health fields. Economically underdeveloped regions should actively carry out industrial development and transformation to build new growth engines, reduce excessive population outflows, financially support public services, and guide social capital to improve the construction of infrastructure. These recommendations should be made to improve the level of medical and health services in cities that have been affected by HSR connection and HSR development.
We hope to use spatial measurement to consider the accessibility of medical resources for residents so that we can further explore the impact of HSR on the equalization of quality of medical and health services of the city as well as extend the concept of equalization to intercity and even city groups (i.e., not only within the city). This represents the direction of our future work.
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